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This REQUIREMENT is not met as evidenced
by: :

Based on interview and record review, it was
determined the facility failed to notify the
resident's legal representative of a need {o alter
treatment for one of three residents (resident #2).
Resident #2 refused to go to a scheduled dialysis
treatment on December 9, 2010, and the facility
failed to notify the resident's legal representative
of the refusal.

The findings include:

Review of resident #2's medical record revealed
the resident received dialysis three times a week
and the dialysis treatments were scheduled on
Tuesday, Thursday, and Saturday. Review of
rasident#2's nurse's notes revealed the resident
went to dialysis on Tuesday, December 7, 2010,
Friday, December 10, 2010, and Saturday,
December 11, 2010. There was no ‘
documentation in the nurse's notes on Thursday,
December 9, 2010, as to why resident #2 did not
receive the normally scheduled dialysis treatment.
There was no documentation in the nurse’s notes
that resident #2's legal representative was nofified
the resident did not receive the scheduled dialysis
treatment on December 9, 2010.

Review of the facility's Change in-Condition
Action/Notification policy dated December 2010
revealed the facility staff was responsible to nofify
the resident's legal representative when a nead to
alter treatment or a resident’s refusal of
compklance with the prescribed plan of care
oceurred.

CHANGES

Corrective Action for Resident(s} Affected:

The facility reviewed medical record for resident
#2 The D.O.N. spoke with resident #2's family
and updated them on all aspects of her care,

How the facility will act to protect residents in
lsimilar situations:

All residents who receive dialysis medical record
will be reviewed going back to December 1, 2010
to ensure that the family was notified for any
refusal of dialysis by March 5, 2011, ‘
Measures to prevent reoccurrence:

All physician orders will be reviewed in the daity
ciinical meeting held Monday through Friday as
well ag 24 hour report to ensure that the family
was notified of any change in condition. Al
weekend orders will be reviewed on Mondays inj
the clinical meeting,

The DON/Staff Development Coordinator will
in-service all nurses on the facility policy for
family notification for any refusal of treatment or|
any change in condition and documenting that
i |notification.

i |Any resident who refuses treatment or has a
change in condition will be reviewed in the
morning clinical meeting held Monday through
Friday to ensure family has been notified with
any change in condition.

Monitoring of Corrective Action:

The findings from the clinical meeting review of]
family notification for a resident's change in
condition will be reviewed by the Quality
Assurance Committee monthly for 6 months, for|

indicated
Completion date: 3/18/11

recommendations and further follow-up as
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An interview conducted on February 10, 2011, at
2:45 p.m., with the Clinical Manager at the
Dialysis Clinic confirmed resident #2 did not
receive a dialysis treatment on December 9,
2010, but made up the treatment on December
10, 2010. The Clinical Manager stated resident
#2 had occasionally refused dizlysis treatments
and the ciinic wouid inform the resident's legal
represeniative’and the legal representative would
speak to the resident and the resident would then
allow the dialysis treatment.

An interview conducted on February 10, 2011, at
12:40 p.m., with the Direcior of Nursing (DON)
revealed no documentation in resident #2's
medical record about the resident not receiving
the dialysis treaiment on December 8, 201C.

: There was no documentation the facility staff

' notified resident #2's iegal representative that the
 dialysis treatment was not received on Dacember
P 9, 2010. '

F 246 | 483.15{e)(1) REASONABLE ACCOMMODATION F 246
$$=D ;i OF NEEDS/PREFERENCES '

A resident has the right to reside and receive
services in the facility with reasonable
accommadations of individual needs and
preferences, except when the health or safety of
'} the individual or other residents would be
endangerad.

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview, and record
review, it was determined the facility fafled to
accommodate the needs of ong of six sampied
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voiced bsing unable to get up into a chair on the

residents. Resident #5 has been unable o get up
out of bed after receiving a shower related o the
facility not having enough slings for the
mechanical lift. Resident #5 was unable fo
access the call light while the resident was on the
telephone.

The findings include:

A review of the medical record for resident #5
revealed the resident was admitted to the facility
on October 20, 2009, with diagnoses including
Progressive Mulliple Sclerosis with Quadriplegia,
Gastrogsophageal Reflux Disease, and
Depression. :

A review of the Minimal Data Set (MDS) quarterly |
assessment dated January 18, 2011, revealed
the resident required total assistance of two staff |
persons with transfers and the resident utilized 2 |
wheelchair for locomotion.

resident #5 revealed the resident had been
assessed to require a mechanical lift for transfers
and to require adaptive equipment to access the
telephone and the nurse call light. :

Observation of resident #5 on February 9, 2011,
at 1:45 p.m., revealed the resident was in bed
with a telephone headseton. The call light was ¢
hanging over the bedrail on the right side of the
bed and was not within the resident's reach.

An interview conducted with resident #5 on
February 9, 2011, at 1:50 p.m.; revealed the
resident stated he/she was only able fo move
- his/her head and neck. The resident further

A review of the comprehensive care plan for ]
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Corrective Action for Resident(s) Affected:

The facility ordered 10 slings on 2/11/11, A
breathe call cord was ordered for resident # 2 on|
3/8/11.

How the facility will act to protect residents in
similar situations:

The Social Service Director interviewed all
residents who require the mechanical lift to
ensure that they have been able to get up when
they want to, and that there haven't been any|
issues due to slings on 3/3/11. The Social| !
Service Director interviewed all alert and| :
oriented residents to ensure that they have been| :
able to use their call light due te it being within| |
their reach on 3/3/11. No problems were found.
Measures to prevent reoccurrence:

We ordered 10 slings on 2/11/11.

The DON/Staff Development Coordinator wiil
in-service all nursing staff on the new sling
protocol by 3/11/11. We numbered each sling
and assigned each resident who required the use
of the mechanical fift a sling. Maintenance
placed a hook in each resident's closet on
2/25/11 and the slings will be placed there
when not in use, Latundry will place the other
slings in the clean atility room for them to use
for showers.

A breathe call cord was ordered on 3/3/11 for
resident #2 The DON/Staff Development
Coordinator wili educate resident #2 on the use
of the breathe call cord when it comes in.

The DON/ADON will interview 20% of the
residents who require the lift monthly to ensure
they are able to get up when they want.

The DON/ADON will interview 20% of the
residents including resident #5 to ensure they
are able to use

their call light.
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| days hefshe gets a bath, related to the facility not
| having enough skings for mechanical lifts.
! Resident #5 stated during the bath the sling for

the [ift became wet, and the staff did not have a
dry sfing te get the resident up into a chair. The
resident stated on bath days he/she does not get
up outf of bed except to get a shower.

An interview conducted with Certified Nursing
Assistant (CNA) #1 on February 9, 2011, at 2:45
p.m., revealed there have been muttiple
occasions when resident #5 had not gotten out of
bed refafed fo not having a dry sling to get the
resident up with. CNA #1 stated further the
resident required a mechanical lift in order to get
the resident out of bed, and if the sling got wet,
the facility did not have enough slings o gat all
the residents up which require slings.

An inferview conducted with CNA #2 on February
9, 2011, at 3:00 p.m., revesled the CNA siated
the facility does not have enough slings. The

: CNA further stated on shower days the residents
: requiring slings were only gotten up for showers,
i because the slings were wet, and there were not

enough dry slings for all the residents. The CNA
stated this happened .on a daily basis. The CNA
further stated resident #5 had not been gotten up

in a chair on this date because the resident had a |

shower, and there was no availabie sling to get
the resident up into the wheelchair. The CNA
further revealed on bath days the resident would
require two slings in order to get up after the
shower, one sfing for the shower and one
additional dry siing to get the resident upin a
chair.

An interview conducted with CNA #6 on February
8, 2011, al 2:30 p.m., revealed the facility does

Monitoring of Corrective Action:

The findings from the resident mterviews
ensuring the residents are able to get up with the
mechanical lift and interviews ensuring residents
are able to use their call light will be reviewed by
the Quality Assurance Committee monthly for 6
months, for recommendations and further follow-
up as indicated

Complefion date: 3/18/11
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not have enough slings for the mechanical lift.
The CNA stated the facility runs out of dry slings
a jot. The CNA further revealed when the
resident gets a shower the resident does not get
up after the shower because the sling would be
wet, and there were usually no other slings
available.

An inferview conducted with the Director of
Nursing (DON) for the facility on February 9,
2011, at 5:35 p.m., revealed the DON had been
: unaware of any resident who had not gotten out
of bed refated to a sling not being available. The
DON further stated he/she felt the facility had
enough sfings to ensure the residents were able
to get out of bed. The DON further stated ifa
sfing was wef, the CNA was expected to take the
sling to the laundry to be washed and dried,
before the siing was returned to the floor.

Alist of 15 residents requiring &8 mechanical lift to
get out of bed was provided by the facility;
| however, the facility could only find 16 slings.

An interview conducted with resident #5 on
February 9, 2011, at 1:50 p.m., revealed the
resident used a headset for the telephone for
approximately six to seven hours daily. The
resident stated during the time he/she has the
headset the resident was unable to use the call
light due to requiring a touch cali light which
would be placed under the resident's chin. The
resident stated hefshe must call out to the staff
passing in the hallway to summeon help while
using the headset. The resident further stated
! the staff came in fo check on the resident no
more frequentfy than when the resident has the
call light in place.
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An interview conducted with CNA #1 on February

49,2011, at 2:45 p.m., revealed the CNA stated
' resident #5 used the telephone with the headset

most of the afternoon every day. The CNA stated
during the time the resident was using the
headset the resident was unable to use the call
light, and must vocally call the staff in the hallway
as they go by. The CNA further stated he/she did
not check on the resident any more frequently
during this time even though the resident was
unable to access the call light system.

An interview conducted with CNA #2 on February
19,2011, at 3:0C p.m., revealed the CNA stated

resident #5 was unable to use histher call light
when using the telephone headsef and the
resident uses the headset most of the afternoon.
The CNA further stated the resident "hotlers when
hefshe needs something to whoever is in the
hallway.” However the CNA further revealed the
resident has in the past had to call histher family
to call the facility to alert them of the resident
requiring staff assistance.

An interview with the DON of the facility on
February 9, 2011, at 5.35 p.m., reveaied the DON
had not been aware of the problem of the resident
not being able to use the call light when using the
telephone.
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